Comment
The case is presented because of the unusual progress of the carcinoma of the thyroid, which occurred in a 13-year-old girl, and because of the development of the symptoms and physical signs of Cushing's syndrome after four years of the disease. The Cushing's syndrome appeared at a time when the carcinoma in the neck and chest took on a new burst of activity, and has not progressed.
The association of Cushing's syndrome and carcinomatosis has been reported some 65 times (Riggs & Sprague 1961) . Most of these cases have been rapidly fatal, and have been cases of carcinoma of the bronchus, thymus and pancreas. There are reports of two other cases in association with carcinoma of the thyroid (Hokfelt et al. 1959 , Dyson 1959 . In spite of the preponderance of females in the series, there is a remarkable paucity of carcinoma of the breast or cervix (Thorne 1952 , Allott & Skelton 1960 , Bagshawe 1960 . Hypokalkmic alkalosis due to hyperaldosteronism has been a feature in some cases (Billinghurst et al. 1961 ) but was not found in this case or in the majority of the others.
Zollinger-Ellison Syndrome

L W Lauste MD FRcs
Mr E G, aged 34 History: This patient had been subject to indigestion since 1956 when he was a transport driver. Prior to this his health had been good. In November 1958 he attended a London hospital where a diagnosis of duodenal ulcer was made and he was given medical treatment but without success. On May 23, 1960, a partial gastrectomy was performed. Immediate progress was satisfactory but five weeks later, while at a convalescent home, he developed severe abdominal pain, haematemesis and melkna. On July 9 a second gastrectomy was performed for an active gastrojejunal ulcer adherent to the transverse colon. Convalescence was troublesome and a fistula formed and later a suspected tuberculous lesion developed in the right upper lobe. Persistent abdominal pain and the abdominal fistula led to a further laparotomy with repair of the fistula on November 14, 1960. Subsequent progress was not satisfactory and he had frequent vomiting and later severe abdominal pain. In June 1961 he came to Newhaven for convalescence, but his symptoms became so severe he was admitted to the Royal Sussex County Hospital.
On examination: A pale, thin, ill-looking man with pyrexia. The abdomen was very scarred, there was a large mass in the left hypochondrium and a large right incisional hernia.
Investigations and progress: Hb 62%. W.B.C. 11,600. Fractional test meal: an extremely high acid curve. Barium meal: the findings were difficult to interpret, but there was a gastric ulcer, apparently two stomata and a rigid loop of jejunum.
The patient continued to have attacks of severe epigastric pain and vomiting and became almost hysterical during the attacks of pain. A mild pyrexia continued.
Operation (4.7.61): There were many adhesions in the upper abdomen and a large ulcer mass, 10 cm in diameter, around the stoma of an anterior, partial gastrectomy. There were large ulcers penetrating the liver, the anterior abdominal wall and the colon in two places. It was uncertain if this was one massive ulcer or a series of ulcers. The mass and the related jejunum were resected and a partial gastrectomy and vagotomy performed leaving only a small gastric stump (anterior Polya anastomosis with valve). Two tumours were found in the head of the pancreas, one 3 cm in diameter and the other 1 cm. They shelled out readily. All other organs were normal. A small remaining defect in the abdominal wall was repaired with tantalum gauze.
Histology: Section confirmed a peptic ulcer at the anastomosis with marked penetration and the gastric mucosa was greatly hypertrophied due to an increase of the parietal and chief cells. Dr R I K Elliott reported on the pancreatic tumours as follows: Two encapsulated nodules (Fig 1) attached to each other by a short length of connective tissue, oneapproximately 3 cm in diameter, the other 1 2 cm in diameter, with an aggregate weight of 16 g. The cut. surface showed whitish, moderately firm tissue with areas of cystic degeneration in the larger nodule combined with a small amount of brownish discoloration.
The pattern of both nodules is typical of an islet cell adenoma (Fig 2) showing the massed groups of rounded cells with abundant, faintly granular cytc- The cell masses are supported by an abundant vascular stroma. Special granule stains have been carried out but it has not been possible to identify the nature of the granules with certainty. From a histological point of view, therefore, it is not possible to differentiate these nodules from the commoner type of islet cell adenoma.
Progress: The patient made satisfactory progress, gained weight and all his symptoms were relieved. All post-operative specimens of gastric contents obtained were examined and none showed free acid. He has remained well.
Comment: This case fulfils the criteria for the Zollinger-Ellison syndrome. The specimens after initial examination were sent to Mr Harold Edwards and through him to Professor R A Gregory for assay, but no gastrin-like substance was found in the tumour. Professor H A Magnus examined the sections of the tumour and could not decide if it should be considered malignant or benign.
It seems probable from reported cases that this patient should have had a total gastrectomy; though rarely, it seems, removal of the islet cell tumour has proved sufficient.
Hypertrophy of the Masseter Muscles J C F Lloyd Williamson MD FRCS
Mrs J D, aged 24, housewife In February 1961 this patient noticed swelling of both sides of the face and was thought to have mumps. However, the swellings did not subside, and in November 1961 she was referred to Hove General Hospital. At this time she complained of some discomfort at the site of the swellings, especially after eating. Her general health was good.
On examination, the swellings (Fig 1) were thought to be in or below the region of the lower pole of the parotid glands. No enlargement of the lacrimal or of the other salivary glands was detected. She complained of pain after sucking a lemon but no calculi were felt and the swellings did not become tender.
Sialograms were normal. A tentative diagnosis of mild parotitis was made and short wave therapy was given. Since the condition persisted unchanged during the next three months, the patient was referred to Mr D H Patey, who diagnosed it as hypertrophy of the masseter muscles.
Comment
This condition is uncommon and was first described in a child at St Bartholomew's Hospital in 1880 by Legg. There have been a number of 
